Neural tube defects are an anatomical challenge to anaesthetists performing regional techniques in obstetric anaesthesia. The diagnosis is not a single entity, but rather two separate categories with varying severity. The clinical picture of each is not unique and describes a variety of congenital defects that arise as a result of failed closure of the neural tube in the cystica (or aperta), which encompasses meningocoele, meningomyelocoele, rachischisis, and anencephaly. defects of mesodermal, neural or ectodermal origin 1 . 5 to 25% of the population 1 . It is often discovered 2 and is not normally associated with neurological symptoms. The management of neuraxial blockade in the latter group is not problematic, provided the level of the defect (usually lower lumbar or sacral) is known and avoided during the block insertion 1 . 1 ; the vast majority are associated with meningomyelocoele. The long term outlook for cardiac and gastro-intestinal malformations are not uncommon and should always be sought 1 . Of major subtypes and the possibility of cerebellar herniation festation in association with meningomyelocoele Another problem is the presence of spinal deformities (scoliosis or kyphosis) which could be developmental or secondary to a progressively tethered cord 3 .
Anaesthetists are increasingly likely to face the challenge of performing epidural analgesia in obstetric and non-obstetric patients from the occulta category, while the number of patients who have had complex surgical procedures and subsequent scarring is on the rise. In this report we describe the successful provision of neuraxial blockade for analgesia during labour in a parturient who had had corrective spinal surgery during early childhood.
(69 kg, 171 cm) was referred from a small country hospital to our institution for management of Department of Anaesthesia and Pain Medicine, King Edward Memorial Hospital for Women, Perth, Western Australia, Australia This report describes the use of epidural analgesia in a patient with a known neural tube defect. The patient had a severe form of spina bifida cystica which had been operated on in childhood. She had a neurogenic bladder but otherwise had preserved neurological function. She had an epidural catheter inserted in early labour, providing effective analgesia for an uneventful birth. This case outlines the severity of the cystica category of neural tube defects, the added anatomical challenges of previous surgery and the difficulties that may arise from the utilization of epidural analgesia. The case demonstrates that epidural analgesia can be utilized despite such a disorder. A thorough history and examination are essential, as are the patient's informed consent and knowledge of possible complications.
34:
early childhood with a residual neurogenic bladder to remove a midline cyst attached to a tethered spinal cord. She also had a right nephrectomy performed She then continued to have a normal sensory-motor development in her lower limbs. Apart from the history provided by the patient, we had no further information at the time of her labour about the scope of her spinal disorder.
spinal malformation. A comprehensive history and examination were conducted carefully before any further advice was given. The patient had no history features of hydrocephalus. She had an intact neurological function in her limbs. There was a midline and the remainder of her general examination was discussion relating to the different methods of analgesia in labour was conducted with the patient. The risks of epidural analgesia applying to her were discussed in depth, including a higher risk of accidental dural puncture and post dural puncture headwas not adequate, failure of insertion and possible neurological complications including nerve and spinal cord needle trauma. The patient decided to have an epidural catheter inserted.
The procedure was performed after labour was established with regular uterine contractions and inserted in the sitting position after full antiseptic preparation, with a 16 gauge Tuohy epidural needle was a satisfactory loss of resistance to saline at a metres of the catheter were left in the space. A test dose of bupivacaine 6.25 mg and fentanyl 25 μg was
The patient experienced no paraesthesia or pain on insertion.
The block was assessed 15 minutes after the test dose. This demonstrated absence of cold sensation up to level of the T7 dermatome. Twenty minutes later a symmetrical sensory block to cold at the level contractions was completely relieved. She was able to move her hip and knee muscle groups, but had some and blood pressure were well maintained. Another half hour elapsed before she resumed complete motor power in her feet, and only then did she rate her pain as mild to moderate during contractions. A the course of labour she remained haemodynamically times only to good effect and without further motor blockade. She delivered vaginally four hours after the block insertion without any requirement for further top-up analgesia and the epidural catheter was removed uneventfully. The patient was reviewed daily during her hospital stay. She had maintained her pre-existing neurological function and showed no features of operation had involved the removal of a dural cyst and a sinus extending deep to the spinal cord and cauda equina, release of a tethered cord, and an extensive laminectomy to the upper four lumbar spines. No X-rays were available from her paediatric to us by the patient at a later date. One of them is
The anatomical and neurological implications of complex spinal defects with or without neural tissue cult, but not absolutely contraindicated cranial spread has been described by some authors solution when the block was established at a spinal level above the anatomical defect. This may also be associated with a poor perineal blockade in the second and third stages of labour which may necessitate direct epidural top-ups with higher doses. In patients with more complex lesions who have undergone spinal surgery, Tidmarsh and May recommended the use of 3-5 ml of local anaesthetic for top-ups. Our patient developed a rapid sensory blockade and mild motor blockade for an hour after the test dose and she subsequently used very few boluses during labour. No detectable sympathectomy was noted, and her motor function was recovered completely no evidence of subarachnoid block based on the clinical blockade as outline above. Therefore, her dense blockade may be explained by direct spread of the drug through the dura and along the perineural space of the spinal nerves to the subarachnoid space 6,7 . Alternative explanations for the dense block blockade the dose or concentration of her test dose might need to be reduced further in the future.
Although epidural analgesia is not contraindicated perform 1 . The absence of a detailed medical record at time of labour was due to her incomplete referral Theoretically, the insertion of epidural block could have exposed her to a higher risk of dural puncture, the more grave complication of cerebellar herniation the matter further one could argue that knowledge of any such risks or made neuraxial blockade inadvisable. This case highlights the scope of the pathopharmacological considerations in providing epidural analgesia in patients with a cystica defect altered by previous spinal surgery. We considered that epidural
This was due to a thorough approach to the preexisting clinical features and detailed examination. Though we did not have an access to our patient's imaging prior to the block insertion, the lack of such knowledge in this instance would not have clear radiological picture of the extent of the lesion should be obtained if possible. The patient's full understanding and acceptance of all risks is required. The safe outcome of this patient's epidural analgesia may be an easy task in the non-parturient, but was to the fetus and the urgency of decision making during the dynamic process of labour. This only applies to other patients with different pathological lesions and
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